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Behavioural surveillance programmes have enabled the
description of population patterns of risk behaviours for
STI and HIV transmission and aid in the understanding
of how epidemics of STI are generated. They have been
instrumental in helping to refine public health
interventions and inform the targeting of sexual health
promotion and disease control strategies. The
formalisation and coordination of behavioural
surveillance in England and Wales could optimise our
ability to measure the impact of interventions and health
promotion strategies on behaviour. This will be
particularly useful for monitoring the progress towards
specific disease control targets set in the Department of
Health’s new Sexual Health and HIV Strategy.
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Sexually transmitted infections (STI) and HIV

result in considerable morbidity and mor-

tality with substantial social and economic

cost.1 They place considerable burden on health-

care resources required for their treatment and

prevention as well as long term management

required for their sequelae including ectopic

pregnancy, cervical cancer, and infertility. STIs are

important in their own right but may also be

markers for risk of HIV. Teenagers and young

adults, women, and some ethnic minority groups

are disproportionately affected.2–5 Sexual behav-

iour remains the key determinant of STI trans-

mission. Thus, the key indicators for understand-

ing and monitoring transmission rates need to be

appropriate for the population and risk group

under consideration.

There is evidence of deterioration in sexual

health in the United Kingdom. Surveillance data

indicate large recent increases in the numbers

and rates of bacterial and viral STIs in the United

Kingdom. In 2001 there were 673 000 new

episodes seen at genitourinary medicine (GUM)

clinics in England.6 New diagnoses of STI

between 1996 and 2001 rose by 86% for gonor-

rhoea, 501% for infectious syphilis, and by 106%

for genital chlamydia. The highest numbers of

HIV diagnoses were seen in 2001 and there is evi-

dence to suggest that HIV transmission is not

slowing.7 There have also been outbreaks of

syphilis in homosexual men, many of whom have

HIV.8 9 These rises have been attributed to increas-

ing high risk sexual behaviour, including unpro-

tected sex and high rates of partner change

particularly in young heterosexuals10 11 and men

who have sex with men (MSM).8 9 12 Data from

the National Survey of Sexual Attitudes and Life-

style (Natsal) confirm this.13 Similar increases

have been seen in western14 15 and eastern

Europe16 17 and the United States.18–20 The resur-

gence of acute STI, the emergence of STI

outbreaks among MSM, and concomitant in-

creases in the risk of HIV transmission are cause

for concern.

HIV and STI surveillance data in the United

Kingdom are useful for monitoring trends in

diagnoses. However, they are relatively poor indi-

cators of infection incidence and burden in the

population as they are influenced by a number of

factors including frequency of symptomatic dis-

ease, test sensitivity and uptake, health seeking

behaviours, and referral patterns. These factors

also limit their usefulness for measuring the suc-

cess of prevention programmes. Several factors

unrelated to prevention programmes can contrib-

ute to observed stabilisation or decrease in STI

and HIV prevalence in a given setting. These can

include mortality, saturation effects in subpopula-

tions at higher risk, differential migration pat-

terns, or sampling bias.

Although disease surveillance data suggest

deterioration in sexual health in the United

Kingdom since the mid-1990s, they do not

provide information on the sexual behaviours or

mixing patterns that may be underlying this

trend. Public health surveillance of sexual behav-

iour is needed to measure risk behaviours that

will both allow the monitoring of the effective-

ness of prevention programmes and may provide

early warning signs for the spread of HIV and

STIs. This has been achieved in many other

countries including some in Asia,21–23 Africa,24

Europe,25 and the United States.26 Trends over time

are needed because while one-off studies can pro-

vide useful baseline information trends are

necessary for interpretation. The outcome should

be timely, relevant, and have high quality data,

which can allow those in health promotion and

disease prevention to respond effectively to

observed changes.27

WHAT IS BEHAVIOURAL SURVEILLANCE?
Behavioural surveillance is the ongoing system-

atic collection, analysis, and interpretation of

behavioural data relevant to understanding

trends in the sexual transmission of infection.28

This should be followed by timely dissemination

of these data to those responsible for prevention

and control. Knowledge of the size of the popula-

tion groups at risk, and the nature and determi-

nants of risk within those populations are neces-

sary. Behavioural surveillance generally aims to

monitor trends in two broad groups of indicators;
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firstly, those that allow the identification of population

subgroups at increased risk—for example, age, sex, sexual ori-

entation, and ethnicity. Secondly, those behaviours that are

amenable to change—for example, number and type of sexual

partnerships, condom use, unprotected anal intercourse. The

validity and reliability of sensitive data on behaviour are criti-

cal as they are self reported and can’t be directly measured.29

The triangulation of a small set of core measures selected from

surveillance data and other complementary sources can

strengthen the interpretation of these data as the relation

between sexual behaviour and STI transmission is complex.

Any attempt to establish behavioural surveillance in

England and Wales should therefore seek to answer the

following questions: which behaviours are important determi-

nants of current STI and HIV transmission? How are these

behaviours distributed and how can they be measured over

time? What key behavioural data are not currently being col-

lected? How best can these gaps be filled?

HOW MAY IT BE ACHIEVED?
General population surveys
Behavioural surveillance is generally conducted at two levels,

among the general population and within targeted risk

groups. General population surveys are useful in assessing

overall trends and distribution of behaviours that may be

associated with STI transmission. These provide the most

robust estimates of prevalence of behaviours, as they largely

avoid the biases inherent in most targeted population surveys.

Although regular repeated surveys are needed to measure

changes in behaviours over time their expense may make this

difficult. Adding additional questions to existing population

social surveys is a method that has been successfully deployed

in other countries30 as a cost effective way of getting

population based estimates. This has been suggested for

collecting sexual behaviour data in the United Kingdom.29 A

large number of surveys are currently carried out which could

be used in this way.31 32 This kind of survey makes it possible to

access a general population sample, but does limit the number

of questions that can be asked.

General population surveys are usually less suitable for

obtaining detailed information on population subgroups at

highest risk. These groups tend to be small, more clustered,

and difficult to access and small subgroups of individuals with

relatively rare risk behaviours may not be captured in

sufficient numbers. Groups of particular interest for HIV and

STI transmission include homosexual and bisexual men,

injecting drug users, commercial sex workers, and ethnic

minorities, particularly those from or who have contact with

countries with a high HIV/STI prevalence. These problems can

be overcome through adapting study designs to include over-

sampling and focused enumeration.13

Targeted population surveys
Targeted population surveys are also a useful adjunct to these

general population surveys as they give greater detail on

populations at highest risk. However, the difficulty in

accessing these populations makes probability sampling

costly. More cost effective sampling strategies are needed;

these can include advertising, snowballing, recruiting from

GUM clinics, and social and commercial venues. However,

these strategies may result in a sample selection bias and

decreased representativeness of results. Targeted behavioural

surveillance can include serial cross sectional surveys, using

the same sampling strategy and using core questions to ascer-

tain the prevalence of risk behaviours.

The disadvantage of targeted population surveys is that

they are likely to be unrepresentative, given the nature of the

convenience sampling. Those accessed through this mixture of

social venues can only be representative of those using these

sites. In addition, even among venue attenders the behaviour

of study respondents may systematically differ from non-

respondents. In order to overcome this problem, surveys from

a range of settings are needed, in order to achieve a more rep-

resentative sample. New and innovative ways of accessing

these populations are needed—for example, accessing MSM

through internet chatrooms.33 34 Cross comparability of sur-

veys done in different populations accessed through different

means will allow an overview picture of the distribution of

behavioural risk within the population under investigation.

Questions that will allow the linking of the populations will

enhance the interpretation of the individual surveys.35

Behavioural surveillance in England and Wales:
assessing the existing capacity
Disease surveillance
Current surveillance systems collect limited data on the

behavioural determinants of STI transmission. Where they

exist they are often limited to facilitate ease of completion by

busy clinical staff. Most systems rely on methods more

focused on disease outcome, practicality, uniformity, and

rapidity rather than on obtaining full demographic and

behavioural details. Generally, the additional data collected are

minimal (typically age, sex, sexual orientation) (table 1).

These allow the grouping of diseases by risk factors, although

clearly these are not behaviours amenable to change. Some

enhanced surveillance systems have been developed that

include more detailed behavioural data to allow the charac-

terisation of those with diagnosed infections36 37 (table 1) For

example, the enhanced KC60 surveillance system will not only

allow more risk factor information to be collected on an indi-

vidual basis, but will also allow rates of co-infection and

re-infection of STI to be examined and core groups to be more

accurately described.3 38

There is comprehensive national surveillance of AIDS cases

and diagnosed HIV infections.39–41 This surveillance system has

recently been enhanced, and now clinicians are also asked to

report all newly diagnosed HIV infections. The new clinician

HIV and AIDS report form collects more behavioural data at

the time of first HIV diagnosis (table 1) and provides the most

comprehensive picture of all surveillance systems.

The unlinked anonymous HIV seroprevalence surveys

provide sentinel HIV prevalence data and have been ongoing

since 1990.42 Limited demographic and behavioural data are

collected with the unlinked residual specimens following

clinical tests. The surveys cover both those at higher risk of

infection, such as homosexual men and heterosexuals attend-

ing GUM clinics and injecting drug users attending services,

and a more general population sample through monitoring

HIV prevalence in over 60% of all pregnant women. The survey

of injecting drug users differs in that a voluntary saliva sam-

ple is provided with a self completed questionnaire detailing

demographic, sexual, and drug injecting behaviour. This

survey represents some of the most detailed sexual behaviour

data collected within the existing surveillance systems.43

Data from the National Blood Service (NBS) provide preva-

lence information in a lower risk population group, as the cri-

teria for donation excludes those at increased risk of blood

borne infections, including men who have had sex with men,

those who have ever injected drugs, and those who have had

heterosexual contact with high risk partners44 (table 1). Labo-

ratory reports for confirmed acute hepatitis B are also

routinely collected nationally.45 46

BEHAVIOURAL SURVEYS
Table 2 illustrates existing ongoing behavioural surveys

carried out by different academic and research groups in Brit-

ain. Two general population surveys of adults are currently

carried out. The first, Natsal, a probability sample study has

been carried out twice a decade apart,13 47 remains the largest

probability sample study of its kind in Britain. The 2000 survey
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Table 1 Data currently available from HIV and STI surveillance—ongoing surveillance

Name and custodian Description
Geographical
area Population covered Time period Demographic Behavioural Biological Reference

Sexually transmitted infection surveillance
New episodes seen at
genitourinary medicine clinics
(KC60). CDSC

Statutory reporting of all episodes
diagnosed at GUM clinics

National All episodes diagnosed at
GUM clinics

1917– Age group, sex Sexual orientation (selected
diagnoses)

STI diagnosis 6

Enhanced Surveillance of
sexually transmitted infections in
England. CDSC

Individual based KC60 by clinic, statutory
reporting

London All individuals attending
GUM clinics

2000– Age, sex, ethnicity,
residence

Sexual orientation, previous
STI, coinfections, repeat
infections

STI diagnoses

Gonococcal resistance to
antimicrobials surveillance
programme (GRASP). CDSC

Active, sentinel surveillance system prompted
by laboratory referrals of gonococcal
isolates to determine the epidemiology of
antimicrobial resistance in north.
N gonorrhoeae in England and Wales.
Sampling for 3 months of each year.

30 GUM
clinics

Individuals with antibiotic
resistant gonococcol
infections

2000–3 Age, sex, ethnicity,
residence

Sexual orientation, number of
sexual partners, region of sex
abroad, concurrent STI,
previous gonorrhoea

Gonorrhoea,
antibiotic
resistance, site of
infection

37

Routine laboratory treponemal
reporting. CDSC

Laboratory surveillance, additional
information completed by clinicians sending
specimen. Currently under review.

6 reference
laboratories

All cases of infectious
syphilis referred to
reference laboratory for
confirmation

1996– Age, sex, country of
birth, ethnicity,
source of specimen

Sexual orientation, country
where infection acquired and
partners infection, pregnancy

Final syphilis
diagnosis

69

Enhanced surveillance for
infectious syphilis in the London
Region. CDSC.

An enhanced study to monitor the number of
cases and associated risk factors for
infectious syphilis in London. Established in
response to clusters of syphilis in
homosexual men.

London All cases of infectious
syphilis (primary,
secondary, and early
latent) diagnosed at GUM
clinics

April 2001– Sex, age, county of
birth, ethnicity

Sexual orientation, relevant
social networks, reason for
attending, number of sexual
partners, where infection likely
acquired, commercial sex
workers

Stage of infection,
HIV status (if
known)

36

HIV infection surveillance
HIV laboratory reports. CDSC Reporting system from laboratories National All newly diagnosed HIV

infections
1985– Sex, age, ethnicity Likely route of infection and

location of infection if
acquired heterosexually.
Previous negative tests.

HIV-1/2 infection 39

AIDS case reports. CDSC Reporting system from clinicians National All newly diagnosed AIDS
cases

1985–99 Sex, age, ethnicity,
country of birth

Likely route of infection and
location of infection if this is
ongoing heterosexual spread.
Previous negative tests

AIDS case
diagnoses.
Pre-AIDS ARV
treatment

39

Clinician HIV reporting. CDSC Reporting system from clinicians National All newly diagnosed HIV
infections

2000– Sex age, ethnicity,
country of birth, date
of entry to UK

Various, depending on likely
route of infection., including
year of first sex, previous HIV
tests, GUM clinic attendance
and pregnancy history.

AIDS case
diagnoses.
Pre-AIDS ARV
treatment

39

HIV infection route follow up.
CDSC

Investigation, to interview where necessary
of all newly diagnosed infections with no
identified risk factor for HIV, to establish
likely route of infection, or confirm ongoing
heterosexual transmission in UK.

National Newly diagnosed HIV
infections reported with no
identified likely route of
infection

1991– Sex age, ethnicity,
country of birth, date
of entry to UK,
marital status

Detailed sexual behaviour,
including previous STI and HIV
test behaviour

HIV diagnosis 40

Survey of prevalent HIV
infections diagnosed (SOPHID).
CDSC

Annual cross sectional survey of all HIV
diagnosed individuals receiving care

National Prevalent diagnosed HIV
infections

1995– Sex, age, ethnicity Likely route of infection CD4 count, level of
antiretroviral
therapy

41

Unlinked anonymous survey of
dried blood spots. CDSC

Repeated cross sectional survey unlinking
and testing residual infant blood collected
for metabolic testing for maternal HIV
antibody

National
(6 regions)

Pregnant women giving
birth

1992– Age, ethnicity,
country of birth,
area of residence

Infant blood tested
for maternal HIV
antibody

42
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also collected and tested urine samples for genital Chlamydia
trachomatis using ligase chain reaction (LCR) techniques to

provide the first national prevalence estimates.48 The second,

the Omnibus survey is a multipurpose survey of the adult

population routinely carried out by the Office for National

Statistics. A module on contraceptive use and general sexual

health including condom use has been included annually

since 199749 (table 2).

A national survey of young people is currently being carried

out by the Teenage Pregnancy Unit, as part of an evaluation of

the teenage pregnancy strategy (table 2). An individual based

tracking survey will be repeated three times a year to collect

information from young people aged 13–21 and parents of

young people aged 10–17 over a 3 year period. It will collect

information on knowledge, attitudes, and behaviours around

sex and relationships.50

A number of annual surveys of homosexual men attending

social venues,51–53 GUM clinics,51 and Gay Pride events54 are

currently carried out (table 2). These use a stable set of behav-

ioural indicators that can be monitored repeatedly. The three

surveys developed and used a common set of core behaviour

questions that allow comparisons of the three populations of

MSM. A number of other surveys of injecting drug users55 56

and among ethnic minorities2 4 57 58 have also been carried out

but none have been sustained. There is clearly a need for more

ongoing investment and support to continue projects once

established.

HOW DO WE USE BEHAVIOURAL DATA?
Behavioural surveillance data can be used in a number of

ways. They can allow the monitoring of the risk behaviours

underlying HIV and STI transmission over time. UNAIDS has

recommended that behavioural data collection should be a

central part of HIV and STI surveillance programmes.28 59

A range of indicators can be used to measure the effective-

ness of both HIV and STI prevention interventions in England

and Wales. These include the behavioural determinants of dis-

ease transmission (for example, condom use, reported sexual

partnerships) as well as disease incidence and prevalence in

England and Wales. These “prevention indicators” have been

developed to monitor four key areas relevant to HIV transmis-

sion and disease prevention and include HIV prevalence, HIV

incidence, risk behaviour, and healthcare utilisation.42 The

indicators for monitoring the success (or failure) of HIV pre-

vention in men who have sex with men are illustrated in table

3. Similar indicators have been used elsewhere,25 26 60 although

the use of behaviour change as a proxy marker for STI

incidence has raised debate.61 62 The disproportionate effect of

some factors on the transmission dynamics of STI means that

reported risk behaviour doesn’t entirely correlate with

transmission. The role of sexual networks in transmission is

important and behavioural surveillance cannot always meas-

ure these. Prevention indicators have been evaluated in a

number of settings, however, and found to be useful for meas-

uring the success of prevention programmes, although multi-

ple sources of data are necessary to provide context.63 This in

turn facilitates more effective HIV prevention and community

planning. Prevention indicators may be developed using a

variety of available data within ongoing surveillance systems.

This allows the interpretation of HIV and STI trends within

different population groups, and through the monitoring of

risk behaviours, can indicate when outbreaks of infection may

occur.64

A potential research priority highlighted in the new

national strategy for sexual health and HIV was a need for

better understanding of the sexual networks, health seeking

behaviour, and risk behaviour of targeted groups.65 The moni-

toring of behavioural indicators within different population

groups would provide data on both health seeking behaviours
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Table 2 Behavioural surveillance data currently available from external academic and research groups,—ongoing surveillance

Name and custodian Description
Geographical
area Population covered Time period Demographic Behavioural Biological Reference

National Survey of Sexual
Attitudes and lifestyles (I and II).
Department of STD Royal Free
and University College Medical
School.

A survey of sexual attitudes and lifestyles in
British population, using stratified probability
sample of men and women aged 16–44.
Interviews using CAPI and CASI

National General population,
11161 surveyed

2000 Ethnic,
socioeconomic, and
demographic data

Sexual behaviour and
attitudes, including partner
formation, sexual mixing and
STI acquisition

Urine sample
tested for
chlamydia

13

Omnibus Study, Office for
National Statistics.

Multipurpose survey of population.
Interviewing carried out each month;
questions cover a variety of topics reflecting
different users requirements. Random
probability sample of 3000 private
households selected monthly using postcode
address file as sampling frame. Uses CAPI

National General population, adults
aged 16 and over

1997– Age, ethnicity,
residence

Contraception, condom use,
sexual orientation, number of
sexual partners in past year,
knowledge of STIs

49

Evaluation of teenage
pregnancy strategy. Tracking
survey. Teenage pregnancy
unit. London School of Hygiene
and Tropical Medicine,
University College London and
BMRB Social Research.

Individual based tracking survey of
knowledge attitudes and behaviour, using
random location sampling. Fieldwork
included 200 sampling panels in England
using areas with higher density of 13–44
year olds. Interviews using CAPI, and self
completion for sex questions

National 12150 young people
(aged 13–21) and parents
of young people (aged
10–17).

Oct 2000– March
2003

Age, sex,
socioeconomic status

Knowledge attitudes and
behaviour around sex and
relationships and impact of
awareness of teenage
pregnancy strategy’s media
campaign

50

Gay Men’s Sexual Health
Survey. Department of Sexually
Transmitted Diseases. Royal
Free and University College
Medical School.

Repeated cross sectional survey to estimate
prevalence of high risk sexual behaviour
among homo/bisexual men in London. Sites
selected to be representative of GUM clinics
and commercial venues. Original sampling
frame defined using a register of all known
primarily gay venues in London

Inner London,
Brighton and
Manchester in
2000

Homosexual men resident,
socialising or using sexual
health services in London

1996– Age, ethnicity,
residence, education
and employment
and health service
use including
perceived HIV status
and HIV testing
history.

Number of sexual partners,
age of first anal intercourse,
age of last sex partner,
condom use and HIV status of
UAI partners

Saliva sample,
tested for HIV,
since 2000

51

Gay Men’s Sex Survey. Sigma
Research.

Repeated cross sectional survey of
homo/bisexual men. Self completed
questionnaire. Questions vary by city, but set
of core questions collected through the study
period. Additional recruitment has been
done through HIV health promotion agencies
and free gay newspaper

National (7
cities)

Homo/bisexual men
attending Gay Pride
festivals and events

1993– (excluding
1996)

Age, ethnicity,
education,
residence, health
service use including
previous HIV tests,
perceived HIV status
and previous STIs

Sexual behaviour and
attitudes including condom
use, number of partners,
serostatus of partners

54

The 4 Gym Study. Camden and
Islington Community Health
Services NHS Trust and The
Royal Free Hospital School of
Medicine

Repeated cross sectional questionnaire
survey of MSM attending gyms, including
peer education evaluation

Inner London Homosexual men attending
5 gyms in inner London

1997– Age, residence,
ethnicity, education

Sexual orientation, drug use,
last HIV test, number of sexual
partners, HIV status of partners

52

Royal Free Hampstead NHS
Trust Hospital

Repeated cross sectional questionnaire
survey of all attending for HIV tests within a
period of time. Investigates the sexual
behaviours of those seeking HIV tests
Comparison of behaviours of first testers
with repeat testers.

One London
HIV testing
clinic

Population attending HIV
testing clinic including
heterosexuals and
homosexuals

1995−6, 1998−9,
2002–3

Age, ethnicity,
residence, education

Number of sexual partners,
health care use, previous HIV
tests, reason for tests

HIV test result 70
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and risk behaviours. Behavioural surveillance could also

measure progress towards increased HIV testing of GUM

clinic attendees through monitoring HIV testing patterns in

different population groups.

Finally, behavioural surveillance data will enable us to

identify priority areas for further in-depth epidemiological or

socioanthropological research. Much of this research should

be developed in collaboration with local academic and service

partners in the most vulnerable areas or population groups.

WHAT ARE OUR OPTIONS?
Behavioural surveillance programmes have now been imple-

mented in the United States,26 66 Switzerland,25 Australia, and

Hong Kong.67 The United States has formed a HIV/STD

Behavioural Surveillance Working Group to build and

maintain a behavioural surveillance system for HIV and STI.

They have achieved this through developing standardised

measures of risk behaviours for comparability of data across

systems and used these in monitoring a combination of gen-

eral population, at-risk populations, and infected populations.

Modules of questions have been provided at the national level

for states to use as appropriate.66 In addition, HIV prevention

indicators have been developed, which have set out specific

indicators suitable for monitoring at state and local level. Col-

lection of data for these is coordinated at local level.

Canada has similarly combined national behaviour tele-

phone surveys with more targeted behavioural surveys in

homosexual men and injecting drug users (IDU) although

they have not established nationally standardised modules of

questions. Australia has used a combination of targeted

behavioural surveys in MSM and IDU, from which key indica-

tors are coordinated nationally with HIV surveillance and

incidence data. They are currently moving towards national

coordination of STI surveillance,68 and the development of a

coordinated national approach to collection of behavioural
risk factor data. The first national survey of sexual health and
sexual behaviour and attitudes administered through tele-
phone interview is currently being carried out. Hong Kong has
established a behavioural surveillance system, carrying out an
annual general population survey of sexual behaviour in men
aged 18–60 using a combination of personal interview and a
prerecorded telephone interview using a mobile phone.23

A combination of approaches could be used in England and
Wales. A behavioural surveillance unit (BSU) within the HIV
and STI Division has now been established at the Communi-
cable Disease Surveillance Centre (CDSC). In association with
key external partners the unit aims to collate data derived
from ongoing local and national sexual behavioural surveil-
lance and research programmes within CDSC and outside.

The BSU will streamline current behavioural data collection
through existing surveillance systems. Collaborative partner-
ships with academic and research institutions involved in
behavioural research will be established to define and collate
key behavioural indicators relevant to HIV and other STI
transmission. These indicators will include sexual behaviours
such as number of sexual partners, types of sexual intercourse
(vaginal, anal, and oral), and potentially preventative behav-
iours such as condom use and health service use for HIV and
other STI screening. This would give an overview of
behaviours at the population level in both the general popula-
tion and in those with disease. A surveillance system, which
will allow the prospective monitoring of the important risk
indicators, could then be established.

A set of core questions will be established, which will draw
on existing validated questions used in a variety of studies.
This will enable improved comparability of data from diverse
sources, at both national and local level. It will provide a com-

prehensive picture of sexual health, which can be monitored

over time.

Table 3 Prevention indicators for HIV and hepatitis transmission in homo/bisexual men

Area Subcategory

Prevalence markers
New diagnoses of HIV infections UK <25

>25
Total

Prevalent diagnosed HIV infections receiving care England All
First HIV tests at six sentinel laboratories England Total

Proportion positive
Prevalence of previously undiagnosed HIV infection in GUM
clinic attenders†

London <25

Elsewhere in England and Wales <25
Incidence markers
Median age at diagnosis of HIV infection UK All
Median CD4 counts at year of HIV infection diagnosis‡ England and Wales <25

>25
Laboratory reports of acute hepatitis B acquired through sex
between men

England and Wales All

Markers of risk
Homosexually acquired gonorrhoea England and Wales All
Acute STI in HIV positive GUM clinic attenders England and Wales Known positive Proportion with STI

Number with STI
Total

Percentage reporting unprotected anal intercourse in the past
year

London Any partners

Partners of unknown or
serodiscordant HIV status

Markers of healthcare utilisation
Attending GUM clinic in the past year London Proportion

Number
Having an HIV test in the past year London Proportion

Number
HIV tests carried out at GUM clinics§ England and Wales Number

†Undiagnosed before the clinic attendance.
‡Mean CD4 count.
§HIV testing with counselling: new episodes seen at genitourinary medicine clinics.
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As a secondary, longer term objective, the BSU will work

towards developing new behavioural surveillance systems for

monitoring groups where there are currently inadequate data.

Specially designed studies will be developed to complete the

knowledge gaps—for example, in primary care and in ethnic

minorities, where data cannot be obtained through enhancing

existing systems. Again this is likely to be best achieved in

partnership with external collaborators.

. . . . . . . . . . . . . . . . . . . . .
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